Introduction
The large amount of recent work that has gone into attempts to reduce septic complications after abdominal surgery has concentrated on choice of dose regimen for the appropriate agents and with few exceptions has not taken other technical factors into account. Antibiotics and antiseptics have had variable but always positive effects in reducing wound infection. In some instances, however, particularly in colonic surgery and perforated appendicitis, though the reduction has been real, a troublesome incidence of both wound and residual intraabdominal abscess persists. During the past .10 years we have used a consistent combination of surgical techniques to minimise contamination supplemented in its presence by tetracycline lavage of the wound and peritoneal cavity. The volume of lavage fluid used has varied with the degree of operative contamination from 0 5 to 7-0 litres; the measures taken to minimise operative contamination are detailed elsewhere.' This paper presents a prospective audit of wound and peritoneal infection during a consecutive five year period.
Present study

DEFINITIONS
Wound infection refers to the discharge of pus or of a serous or sanguineous discharge that grew a pathogenic organism. All patients who at tollow up reported a discharge from their wound were considered to have had an infected wound. Wound healing was assessed by several different observers during the five years. It was usual for two people (not necessarily those performing the original operation) to determine the presence or absence of wound infection.
Intraperitoneal abscess was recorded when pus was drained, aspirated, or discharged from the peritoneal cavity or there was radiological, ultrasonic, or necropsy evidence of an intraperitoneal collection.
Operative contamination was classified as follows, based on the American National Research Council criteria2: clean-no infection encountered, no hollow abdominal viscus opened; clean/contaminated -hollow abdominal viscus opened with minimal spillage of contents; contaminated-inflammation without pus formation, viscus opened with gross spillage of contents; dirty-pus encountered Information about the patients was recorded on standard forms on completion of the operation, on discharge from or death in hospital, and at follow up four to six weeks after discharge. Some patients failed to attend or were not asked to attend for review because of advanced malignant disease, departure from the region, or after a minor procedure when review would have necessitated an unjustifiable journey. These exceptions were followed up by post either through 279 without subcutaneous sutures and invariable primary skin closure. Intestinal anastomoses were made with a single layer of interrupted braided nylon.a Circular stapling devices became available during the study period but were used in only five of 82 colorectal and coloanal anastomoses and three oesophagojejunal anastomoses. Small bore suction drains were used to drain the peritoneal cavity only after pancreatic or biliary surgery or mobilisation of the rectum. (2 8%), of which 20 were ap-parent before discharge from hospital and 22 were detected at follow up. Twelve patients developed postoperative intraperitoneal abscesses (0 8°%). Table I shows the relation of wound infections and intraperitoneal abscesses to operative contamination. The overall incidence of infection was 2 5°h for elective and 3 3%' for emergency procedures. Table II lists the rates of wound infection in relation to the type of operative procedure. There was an unexpectedly high incidence of wound infection in the "clean" group of elective gastric operations, attributable to five staphylococcal infections in the 36 highly selective vagotomies performed in 1981. The overall incidence of wound infection in 248 appendicectomies was 2-4%. When the appendix was gangrenous, perforated, or associated with local pus the incidence was 8 5%'. There was one wound infection in 221 cholecystectomies (0 5%' ) and three wound infections in 96 explorations of the common bile duct (3 1 0) . Three wound infections occurred after 167 elective colorectal operations (1-8%), and the overall incidence in 227 such procedures was 31 %. The rank of the operator did not materially influence the rate of wound infection (table III) .
Seventy six patients received therapeutic antibiotics perioperatively and in 38 this was for peritoneal infection. In 15 cases tetracycline alone was used, and in 23 cases metronidazole alone or in combination with other antibiotics was used. Seven wound infections (9-2%) developed in these 76 cases.
Discussion
These results were derived from a busy surgical practice that may be regarded as representative of that likely to be found in any district general hospital. With the possible exception of operations on the stomach and duodenum (which were complicated by a minor staphylococcal epidemic of five cases) the results were considerably better than those commonly published, though comparable rates have been quoted for some groups of operations in North America (table IV) .5-25
During the past several years efforts to reduce the incidence of wound infection have concentrated on prophylaxis with antibiotics but wound infection rates may nevertheless remain high, especially in elective colonic surgery (table IV) . In "contaminated" and "dirty" emergency operations on the large bowel and appendix, where antibiotic usage may be more correctly termed therapeutic, wound infection rates of up to 40/ persist.s 15 16
Because our results have been achieved by a package of techniques we cannot say which factor or factors are responsible. The differences between our results and those reported with conventional antibiotic use become more pronounced with increasing degrees of contamination, supporting our belief that routine use of tetracycline lavage is an important component of our regimen. The incidence of 8 5% in gangrenous and perforated appendicitis was identical with that reported by us in children with generalised peritonitis treated in the same way.26 That in only four (76o0,) of 53 "contaminated" and "dirty" emergency colorectal procedures did the wound become infected is strong supportive evidence that tetracycline lavage is particularly effective in emergency cases with peritoneal and parietal contamination. The incidence of residual or recrudescent intraperitoneal infection of 11 (1 9% ) in 584 "contaminated" and "dirty" cases compared with that of 10-20%, commonly reported is further evidence to support the use of tetracycline lavage. 7 -29 Tetracycline lavage was introduced in 1964 when the choice of a broad spectrum antibiotic for topical use was limited, and its association with the results obtained has supported an argument for no change. The greatly increased activity of tetracycline against both anaerobic and aerobic bacteria at the high concentration used in lavage is well documented30 and has recently been confirmed in isolates from generalised peritonitis in patients in Aberdeen.'0 Though clinical trials are methods of assessing new procedures, accurate information about current results produced by a team provide the logical basis on which to modify or not the practice of that team. If the results are a consistent improvement on those obtained by clinical trials then the latter are no longer a basis for decision making. Finally, it is almost certain, although difficult to document, that the accurate and obsessional collation of data is a continued spur to a high standard of performance."
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